























































































































































































































































































































The	 statements	 of	 the	 nurse	 and	 the	 programme	 manager	 display	 a	 sense	 of	 uncertainty	 and	 unease	
concerning	 the	 targeted	 screening	 activities	 realised	 by	 the	 public	 health	 department.	 Health	 professionals	
explain	their	unease	by	the	absence	of	meaningful	guidelines	–	an	unease	that	did	not	exist	in	Germany	where	
a	 strong	public	 health	 law	overshadowed	possible	doubts.	 Yet	 the	daily	 practice	of	 the	 French	public	 health	
		
	














migrant	groups	and	their	 living	conditions	does	exist	 in	the	field.	The	 local	working	practice	relying	on	know-
how	and	experience	thus	partly	steps	in	for	the	insufficiencies	and	inaccuracies	of	the	French	national	disease	
surveillance	data	and	recommendations.	Yet	this	politically	sensitive	and	complex	empirical	knowledge	remains	
local	 and	 screening	 thus	 largely	 depends	 on	 initiatives	 by	 engaged	 health	 professionals,	 which	 are	 often	
politically	and	ethically	motivated.	One	effect	of	this	contingency	is	that,	 in	most	places	in	France,	vulnerable	
migrants	 are	 not	 systematically	 screened.	 In	 consequence,	 their	 TB	 is	 often	 diagnosed	 symptomatically	 at	 a	














































What	 the	activist	doctor	was	enthusing	about	was	 the	 implementation	of	PrO-S-TB	 in	collaboration	with	 the	
local	 public	 health	 administration.	 In	 practice,	 the	 public	 health	 department	 positions	 a	 mobile	 X-ray	 unit	
behind	the	organisation’s	charitable	health	centre.	Twice	a	month,	the	centres’	patients	–	‘people	whose	living	
conditions	 one	 cannot	 even	 imagine’,	 as	 the	 responsible	 public	 health	 officer	 put	 it	 (conference	 transcript,	
France)	–	thus	get	the	opportunity	to	have	a	free	lung	X-ray	on	site.	
With	this	measure,	the	public	TB	control	unit	attempts	to	reach	extremely	vulnerable	migrants	excluded	
from	the	public	healthcare	system	and	at	entry	screening,	by	screening	them	at	the	place	where	they	actually	
seek	and	get	care,	the	charitable	health	centre.	As	such,	the	collaboration	between	a	humanitarian	
organisation	and	the	local	public	health	department	can	be	seen	as	a	form	of	public	humanitarianism	for	the	
sections	of	the	population	the	French	state	usually	does	not	care	for	and	does	not	care	about.	Unpublished	
data,	collected	by	the	public	health	office,	indicate	that	the	screening	yield	for	active	TB	by	PrO-S-TB	in	the	
		
	
health	centre	is	huge:	out	of	363	X-rays	taken	in	2010,	13	TB	cases	were	detected,	11	of	which	were	
bacteriologically	confirmed.	Statistically,	this	is	a	yield	of	35.8	TB	cases	per	thousand	screened	(local	statistics,	
conference	transcript,	France).	For	comparison:	the	median	yield	of	immigrant	screening	in	Europe	at	entry	is	
2.83	per	thousand,	as	a	recent	meta-analysis	shows	(Arshad	et	al.	2010).	Comparing	these	figures	to	the	local	
data,	even	accounting	for	statistical	imprecision,	shows	that	at-entry	screening	is	more	than	ten	times	smaller	
than	the	outreach	screening	of	undocumented	migrants	by	PrO-S-TB	at	the	health	centre.	The	juxtaposition	of	
these	numbers	shows	that	the	screening	of	excluded	and	vulnerable	groups	through	a	local	public-
humanitarian	programme,	set	up	with	the	help	of	local	knowledge	regarding	their	care-seeking	trajectories	and	
living	conditions,	seems	a	success	–	at	least	on	a	diagnostic	level.	
Nevertheless,	an	important	question	has	not	yet	been	asked:	what	happens	to	those	persons	diagnosed	
with	TB?	Are	they	actually	treated?	The	programme	manager	explained	to	me	that	they	had	made	‘good	
progress	on	the	question	of	care’	(Conversation	transcript,	programme	manager,	France).	She	told	me	that	at	
the	beginning	of	the	programme,	they	did	not	even	consider	that	treatment	could	be	a	problem.	But	rapidly	
they	realised	that	in	order	to	treat	patients	with	TB	they	had	to	set	up	a	proper	system	of	assistance	so	that	the	
patients	would	actually	be	hospitalised	and	treated.	The	assistance	scheme	includes	translators	throughout	the	
hospitalisation	process,	social	workers	and	community	mediators.	Yet,	once	the	assistance	was	functioning	and	
the	patients	started	free	treatment,	another	problem	emerged,	first	and	foremost	in	regard	to	the	medical	care	
of	the	Roma:	treatment	completion.	Only	one	in	eight	treated	Roma	patients	is	known	to	have	actually	
completed	it	(local	statistics,	conference	transcript,	France).	This	fact	led	the	public	health	officer	and	the	
clinician	to	ask	whether	it	was	a	good	idea	to	put	Roma	patients	in	treatment	in	the	first	place;	a	question	they	
answered	negatively	in	some	cases.	Given	the	danger	of	multi-resistance	when	treatment	is	abandoned	early,	
as	well	as	the	possible	severe	side	effects	for	the	patient	in	the	absence	of	medical	supervision,	the	public	
health	doctor	jointly	with	the	clinician	took	an	ethically	painful	medical	decision:	to	abstain	from	treatment	for	
those	of	their	Roma	patients	who	are	not	in	a	life-threatening	condition.	
How	can	it	be	that	public	health	doctors	and	clinicians	jointly	agree	not	to	treat	a	patient	suffering	from	a	
curable	disease?	The	reasons	are	political	rather	than	ethical,	as	the	explanations	of	the	public	health	doctor	on	
the	reasons	for	treatment	failure	show:	she	told	me	that	at	the	inception	of	the	programme	there	was	a	
political	consensus	among	immigration	and	public	health	administrations	not	to	deport	Roma	patients	in	
treatment	and	to	maintain	residential	rights	for	those	communities	living	in	the	same	camp	as	the	person	
diagnosed	with	TB.	Yet	the	immigration	authorities	did	not	honour	the	agreement	and	so	some	treated	
patients	or	their	family	members	were	obliged	to	leave	the	French	territory.	Patients	thus	had	to	leave	the	
country	within	a	few	weeks	and	were	unable	to	complete	treatment	in	France.	In	her	explanation,	the	doctor	
clearly	explained	that	interruption	of	treatment	was	not	the	Roma	patients’	fault.	On	the	contrary,	treatment	
interruption	was	seen	as	a	logical	effect	of	restrictive	immigration	policies	in	regard	to	Roma	communities.	
Treatment	completion	was	thus	seen	as	a	political	impossibility	and	–	in	consequence	–	to	begin	treatment	was	
to	act	irresponsibly	in	medical	terms.	
The	example	reveals	that	it	is	very	much	the	political	discrimination	of	the	Roma	that	impedes	there	
treatment	completion,	and	thus	hinders	their	continuous	care	from	screening	to	diagnosis	and	treatment,	a	
fact	of	which	public	health	professionals	are	well	aware.	The	example,	furthermore,	shows	that	an	apparent	
		
	
preventive	solution	to	high	TB	incidence–	a	screening	programme	with	a	huge	diagnostic	yield	–	has	had	
paradoxical	effects.	It	was	adapted	to	a	particular	group	of	vulnerable	migrants	and	was	effective	in	identifying	
new	TB	cases.	But	despite	diagnostic	efficiency,	the	strategy	turned	out	to	have	serious	adverse	effects	for	
public	health	and	individual	care,	namely,	the	possible	creation	of	multi-resistance	to	treatment	and	thus	the	
decision	to	withhold	antibiotic	treatment	from	people	who	are	most	vulnerable	to	disease.	This	last	
ethnographic	example	of	practice	shows	that	tackling	the	problem	of	TB	screening	by	finding	the	right	places	
and	reaching	out	to	those	people	most	at	risk	is	not	sufficient	–	neither	for	disease	control	nor	for	the	
treatment	of	those	unfortunate	enough	to	have	the	disease.	Active	screening	of	the	people	empirically	known	
to	be	at	high	risk	is	a	politically	pragmatic	reaction	to	their	vulnerability,	yet	it	does	not	lead	to	a	practical	
solution	to	cure	them	from	a	curable	disease.	
The	screening	measure	I	talked	about	played	out	in	a	socio-political	context,	where	access	to	health	care	is	
extremely	difficult		for	the	Roma	and	where,	additionally,	French	immigration	policies	have	restricted	their	
residential	rights.	The	European	polemic	on	the	situation	of	the	Roma	in	France	in	the	summer	of	2010	
(Willsher	2010)	is	very	relevant	here,	showing	their	extreme	marginalisation	in	the	public	space	(Nacu	2010).	In	
her	article	‘Where	ethics	and	politics	meet’,	Miriam	Ticktin	(2006:	36)	shows	how	a	political	‘climate	of	closure’	
that	led	to	immigration	restrictions	led	to	the	extension	of	humanitarian	reasoning	about	immigrants	who	
suffer	from	disease.	In	the	case	of	PrO-S-TB,	this	is	partly	also	the	case.	Public	structures	like	the	local	TB	
control	service	had	to	rely	on	humanitarian	structures	to	tackle	the	problem	of	TB	control,	which	is	by	law	the	
duty	of	public	health	authorities,	yet	their	intervention	was	in	vain.	Even	if	the	purpose	of	the	local	screening	
policy	is	to	include	and	treat	through	early	diagnosis	those	people	whose	social	exclusion	puts	them	at	great	
risk	of	active	TB	and	diagnostic	delay,	exclusionary	immigration	policies	interfered,	creating	adverse	conditions	
of	care.	The	consequence	is	a	paradoxical	medical	situation:	abstaining	from	treating	the	most	vulnerable	
patients	despite	successful	diagnostic	screening	and	readily	available	medication	for	curing	the	disease.	
Conclusion	
What	I	described	in	the	last	section	is	an	ethically	tragic	situation	where	it	became	politically	impossible	to	treat	
those	discovered	through	active	screening	to	be	most	at	risk	for	TB.	The	last	example	as	well	as	the	previous	
ones	lead	me	to	conclude	that	on	a	practical	public	health	level,	the	active	screening	of	migrants	for	TB	needs	
to	be	reconceptualised.	This	could	be	done	via	the	production	of	politically	more	meaningful	epidemiological	
data,	by	supporting	local	knowledge,	creativity	and	reflexivity,	and	by	more	closely	articulating	the	nexus	of	TB	
screening	and	care.	I	have	argued	that	migrants	as	an	at-risk	group	are	conceptualised	in	France	and	Germany	
in	bureaucratic	epidemiological	disease	surveillance	data	through	crude	categories	such	as	nationality	or	place	
of	birth.	These	categories	do	not	sufficiently	take	into	account	the	migrants’	heterogeneous	risk	profiles	in	the	
country	of	immigration,	which	are	very	much	influenced	by	their	social	situation	and	legal	status,	in	short,	their	
‘condition	as	migrant	patient’	(Fassin	2001),	which	differs	greatly	from	one	national	context	to	another	and	
between	different	migrant	groups.	Routine	national	epidemiological	surveys,	which	should	inform	TB	control	
policies,	thus	lack	precise	and	localised	data	for	those	people	most	in	need	of	screening	and	care.	A	first	step	to	
remedy	this	situation	would	be	to	include	more	information	in	the	mandatory	declarations,	such	as	the	legal	
		
	
status	of	migrants	and	their	social	security	status,	as	well	as	data	on	the	diagnostic	context	as	has	been	
implemented	in	France	since	2010.	
I	have	further	argued	that	the	public	health	objectives	of	targeted	screening,	namely,	to	treat	those	most	
vulnerable	to	TB,	need	to	be	articulated	with	the	actual	and	often	adverse	political	conditions	of	care,	which	
are	very	dissimilar	as	they	address	differentially	marginalised	groups	in	different	countries.	If	this	is	not	done,	
even	the	most	efficient	targeted	screening	programme	remains	a	symptomatic	gesture	towards	controlling	
disease	rather	than	a	realistic	option	for	treating	people.	My	study	thus	shows	the	inherently	political	character	
of	TB	screening,	particularly	when	Roma	patients	are	concerned.	Roma	patients	are	paradoxical	medico-
political	subjects,	as	their	medical	treatment	interferes	with	different	‘legal-administrative	referentials’	(Fassin	
2001:	141).	They	are	approached	through	two	types	of	public	politics	that	are	mutually	exclusive:	an	
inclusionary	one	in	the	case	of	local	disease	control,	and	an	exclusionary	one	in	the	case	of	national	border	
control.	In	the	current	political	climate	it	is	the	exclusionary	approach	that	determines	their	conditions	of	care.	
Yet	this	does	not	go	without	contestation	from	health	professionals.	The	screening	and	treatment	of	migrants	
thus	do	not	only	represent	a	struggle	between	the	caring	professions	and	social	inequalities	and	national	
policies,	which	play	out	differently	according	to	the	‘migrants’	condition’	(Fassin	2001:	139);	they	are	also	
political	practices,	which	are	implemented	on	contested	terrains.	
Finally,	using	the	example	of	a	screening	activity	targeting	particularly	vulnerable	migrants,	my	study	shows	
that	it	is	not	stigmatising	and	surveilling	public	health	measures	that	are	most	dangerous	for	migrants,	as	social	
science	studies	investigating	migrant	screening	have	held	so	far,	but	their	ineffectiveness,	given	political	closure	
and	social	inequalities.	My	study	has	thus	raised	pragmatic	political	issues	that	have	not	been	studied	
sufficiently	by	sociologists	and	anthropologists	in	regard	to	screening	and	at-risk	groups	so	far.	Yet	such	studies	
seem	important	for	future	research	and	might	help	to	add	to	studies	on	the	surveillance	and	control	of	at-risk	
groups,	which	are	mainly	based	on	discourse	analyses	and	tend	not	to	engage	sufficiently	with	the	practical	and	
political	problems	that	are	of	primary	importance:	the	definition	and	operationalisation	of	group	risk,	access	to	
diagnostic	screening	and	the	nexus	of	screening	and	care.	From	my	ethnographic	study	I	found	that	it	is	these	
topics	that	need	to	be	integrated	in	the	sociology	of	screening,	especially	when	vulnerable	migrants	are	
concerned.	On	a	theoretical	level,	problems	of	in/visibility	and	inclusion/exclusion	that	are	the	corollary	effects	
of	social	segregation	and	discrimination	(Farmer	2003;	Fassin	2000)	would	need	to	be	treated	more	closely,	as	
well	as	the	practical	problems	of	treatment	after	diagnostic	screening	in	medically	clear,	yet	politically	adverse	
conditions	of	care.	
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Notes	
1 In	some	European	countries,	as	is	the	case	for	France	and	other	former	colonial	powers	(Welshman	and	Bashford	
2006)	immigrants	were	targeted	for	TB	screening	early	on.	In	France	foreign	workers	have	been	screened	on	entering	
the	country	since	the	late	1940s	(Wluczka	2007).	For	the	past	few	years,	at-entry	screening	for	migrants	has	come	
under	severe	criticism	and	demands	for	its	revision	are	made	on	account	of	its	doubtful	efficacy	–	economically	as	
well	as	in	regard	to	public	health	outcomes	(Coker	2006,	Dasgupta	and	Menzies	2005,	Hargreaves	et	al.	2009,	
Klinkenberget	al.	2009).	
2 For	this	argument,	see	also	Kehr	(2011)	on	tracing	TB	contacts	and	the	thickness	of	social	lives.	
3 As	TB	is	a	notifiable	disease,	mandatory	declarations	are	the	primary	source	of	national	TB	statistics.	They	are	
produced	by	French	and	German	public	disease	surveillance	institutions:	the	Institut	de	Veille	Sanitaire	in	France	and	
the	Robert-Koch-Institute	in	Germany.	
4 The	name	is	a	pseudonym.	
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